INTRODUCTION
T he damage control strategy emerged in the Allied navy campaign during World War II. It was observed that in ships severely hit during the fighting, there were minor casualties and shipwrecks where efforts focused on extinguishing fires and keeping the boat running, retreating while covered by other friendly fleet ships, rather than continuing to fight. Then, in friendly territory, on construction sites, far from hostile areas, definitive repairs were held.
The concept in the field of trauma surgery emerged in the nineties, for patients in near exhaustion of their physiological reserves, with manifestation of hypothermia, metabolic acidosis and coagulopathy ("deadly triad"). The adopted strategy consisted in making the minimum necessary (bleeding and contamination control) in the shortest time, the patients being referred to the intensive care unit to be heated and stabilized, and only then, have their injuries definitely repaired in the operating environment. There were thus three defined stages through which the survivors would pass before recovery, accompanied by a multidisciplinary team, always led by surgeon 1, 2 .
Shortly after the first Damage Control publications, arose the concept of the so-called phase 0, wherein even before starting the damage control operation (Phase 1), the surgeon should have in mind which patients would be candidates for this type of therapy, even in the pre hospital setting and emergency room. That is, aim to "control the damage" before the lethal triad ensues and when the chances of survival are very low. The so shortened surgery, without definitive correction of injuries, implies an increase in morbidity in exchange for decreased mortality 3 .
In thoracic trauma, most patients are treated by 
SPECIFIC THORACIC INJURIES (temporary and final control) HEART
Most patients who have cardiac injuries die at the trauma scene. Of those who live to arrive at the emergency room, penetrating trauma is the most common and often the patient is unstable, a thoracotomy being In ventricular wounds, the temporary initial con- In recent years there have descriptions of the use of skin staplers for primary control of ventricular lesions in the emergency room with good results 8 ( Figure   1 ). Extensive cardiac lacerations may require interruption of blood flow, but this tactic should be the last resort, as it will reduce and even stop the heartbeats, and will often be difficult to restart them. There are at least two maneuvers for this purpose: the first is to clamp the superior vena cava and the inferior vena cava and thereby reduce the preload, with cardiac emptying and arrest. After these maneuvers, suturing will be possible for a few minutes. Following suture, the heart must be heated with saline while performing direct compressions. At the moment that there is fibrillation, defibrillation can be applied directly to the heart with energy up to 30-50 Joules.
LUNG
The surgeon will hardly come across a lung injury where there is difficult bleeding control. This is main- Hilar injuries: in this type of injury, often lethal, the victim is extremely ill on admission to the emergency room. It classically presents with profuse bleeding into the pleural cavity or pericardial tamponade, if the injury is within the pericardial sac, which in both cases will require an emergency thoracotomy. The primary control of hilar bleeding should be manual, through the fastening between the thumb and index finger, followed
Figure 2. Aspects of lung damage control: A) Clamping of the pulmonary hilum after release of the pulmonary ligament; B) Tractotomy with stapler in tunnelling, bleeding lesion in the left upper lobe; C) Selective ligation after lung tractotomy; D) Left pneumonectomy with stapler. E) Justa-pericardial staples line; F) Specimen from pneumonectomy, with the line of staples on the left hilum (details in the text).
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by pulmonary mobilization by section of the pulmonary ligament and only then the placement of a large vascular clamp around the hilum 13 . This type of patient generally tolerates badly this maneuver, developing severe right ventricular dysfunction, which requires rapid diagnosis of the extent to which the hilum was affected. Partial arterial or venous lesions should be treated with lateral sutures.
Venous transection imply corresponding lobectomy, while the arterial lesion will usually require pneumonectomy, with a high degree of mortality. When this is unavoidable, it can be quickly made using a stapler with a vascular load 13, 14 . 
